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Body Radiation (SBRT) safety and its influence on waitlist
dropout, perioperative LT complications, or recurrence
post-LT.
Aim: Whether adding SBRT to HCC LT waitlist pati-
ents having received Trans-Arterial-Chemo-Embolization
(TACE), impacts the safety/efficacy profile as measured by
waitlist dropout, perioperative complications or post-
transplant HCC recurrence.
Methods: Retrospective analysis from a two-institution
transplant program, of 10 consecutive waitlisted HCC
patients receiving SBRT + TACE matched with 10 such
patients receiving TACE only.
Results: Median treatment follow-up: SBRT + TACE group
45 vs 43 mo TACE-only group; median LT follow-up: 34 and
38 mo, respectively. Mean wait-time for the SBRT-group was
330 d vs 150 d for the TACE-only group. At last follow-up
8/10 SBRT-group patients were alive vs 6/10 in the TACE-
only group. One HCC recurrence occurred in the SBRT-
group vs two in the TACE-only group. All HCC recurrences
died. Pre-transplant median AFP was higher in the SBRT-
group. Tumor response by explant percent necrosis was
similar between groups. LOS, ICU days and median EBL
trended higher for the SBRT group (p = 0.60). There were no
waitlist drop-outs in either group.
Conclusions: Despite longer waitlist time, HCC patients
receiving SBRT + TACE had no waitlist drop-out, and lower
HCC recurrence post-LT. SBRT + TACE patients trended
toward more difficult operations, but no significant difference
in post-LT survival. Thus, addition of pre-LT SBRT to TACE
appears safe and effective as a bridge to LT. Future prospec-
tive randomized clinical trials are warranted.
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V-A.01 TIPS AND TRICKS FOR
GLISSONIAN APPROACH DURING
LAPAROSCOPIC RIGHT HEPATECTOMY
F. F. Makdissi, R. C. Surjan, M. A. Machado
Sirio Libanes Hospital, Sao Paulo, SAO PAULO
Background: Laparoscopic Glissonian approach is a tech-
nique that avoids dissection of the hilar plate. It is useful for
anatomical liver resection and can reduce the operative time.
However, it has not been frequently used because needs
expertise and knowledge of liver anatomy.
Aim: To present a video of a laparoscopic right hepatectomy
using the Glissonian approach. The detailed technique for
control of the right pedicle is highlighted in this video.
Patient and Methods: A 29-year-old man with anabolic
steroids abuse presented with an acute abdominal pain. CT
scan showed 11-cm mass in the right liver. Patient is referred
for surgical treatment. Operation begins with liver mobiliza-
tion. Glissonian approach of the right pedicle is achieved
with two small incisions made in specific anatomic land-
marks around hilar plate. Clamp is introduced through these
incisions to occlude right Glissonian pedicle. The vascular
clamp is then replaced by an endoscopic vascular stapling
device, the right liver ischemic delineation is confirmed, and
the stapler is fired. All of these steps are performed without
the Pringle maneuver and without hand assistance. Liver
transection and vascular control of the right hepatic vein are
accomplished with as usual. The specimen is extracted
through suprapubic incision.
Results: Operative time was 160 minutes with minimum
blood loss. Recovery was uneventful and patient was dis-
charged on the third postoperative day. Final pathology
showed liver cell adenoma with no signs of malignancy and
free margins.
Conclusion: Laparoscopic Glissonian approach for right
hepatectomy is safe, fast and can be accomplished with
proper technique.
V-A.02 CAVO-ATRIAL THROMBECTOMY
COMBINED WITH RIGHT
HEPATECTOMY EXTENDED TO
SEGMENT IV FOR VASCULAR INVASION
FROM HEPATOCELLULAR CARCINOMA
THROUGH AN ABDOMINAL,
TRANSDIAPHRAGMATIC AND
INTRAPERICARDIAC APPROACH
E. Vicente1,2,3, Y. Quijano1,2,3, B. Ielpo1,2,3, H. Duran1,2,3,
I. Fabra1,2,3, E. Diaz1,2,3, S. Olivares1,2,3, R. Caruso1,2,3,
A. Prestera1,2,3, M. De Luca1,2,3, J. Maupoey1,2,3,
E. Vicente1,2,3
1Sanchinarro University Hospital., Madrid, MADRID;
2Clara Campal Oncological Center, Madrid, MADRID;
3San Pablo University. CEU, Madrid, MADRID
Vascular invasion of supra-hepatic veins is a major compli-
cation of primary liver tumours. The tumoral thrombus, when
extended to the vena cava and right atrium, may produce
occlusion of the tricuspid valve or pulmonary embolism with
sudden cardiac death. The presence of macroscopic vascular
infiltration represents an advanced stage of the tumour
contraindicating liver transplantation, thus liver resection
with thrombectomy is the only therapeutic option in this
setting despite the concerns of postoperative liver failure and
the dismal results at distance A 62-year-old female without
chronic liver disease was referred to our Hospital diagnosed
of the tumour located in the right hemi-liver with infiltration
of the right hepatic veins and a tumour thrombus extension to
the retrohepatic and suprahepatic inferior vena cava and right
atrium. Routine blood tests revealed normal hematological
results and liver biochemistry function. A computed tomog-
raphy (CT) scan, Nuclear magnetic resonance (MRI) dem-
onstrated the tliver tumor and the thrombus extending into
retrohepatic, supraphrenic-intrapericardial IVC and right
atrium. Right portal vein embolization was performed before
the surgical resection The video shows the preoperative diag-
nostic procedures to evaluate the location of the tumor, the
vascular invasion and extent of thrombus as well as the sur-
gical procedure. Through a bilateral subcostal laparotomy,
right hepatectomy extended to segment IV was performed.
The transabdominal and transpericardial approach to the
intrapericardial IVC and right atrium avoided median
sternotomy. Intravascular trombectomy with intraoperative
transesophageal echocardiogram was also performed. Two
years after the operation, the patient remains alive and well
without evidence of tumoral recurrence.
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V-A.03 EXTENDED LEFT
HEPATECTOMY WITH COMPLEX
PORTAL VEIN RECONSTRUCTION AND
IN SITU COLD PERFUSION OF THE
LIVER FOR HILAR
CHOLANGIOCARCINOMA
G. Sapisochin, R. Smoot, J. Qu, A. Fung, J. B. Conneely,
P. Kelly, G. Tait, L. Hotoyan, P. D. Greig, I. D. McGilvray
Department Of Surgery. Toronto General Hospital.
University Of Toronto, Toronto, ONTARIO
Tumors of the biliary confluence can pose significant tech-
nical challenges when attempting to safely achieve negative
margins. Major vascular involvement precludes standard
extended resection, often reducing therapeutic options to
transplantation or non-resective modalities. We present a
case of a left-dominant Klatskin tumor in a young patient,
involving the middle hepatic vein and abutting the portal vein
bifurcation. Significantly, the portal inflow to the Right Pos-
terior Section comprised of segment VI and accessory
segment VI/VII portal vein branches, which would require
separate reconstruction if resection was to be considered. We
performed and extended left hepatectomy with resection of
the portal bifurcation and reconstruction of both branches
of the portal vein. In order to protect the remnant liver during
the planned vascular reconstruction, in-situ cold perfusion of
the liver with preservation solution was utilised. The accom-
panying video is comprised of real-time operative video. This
complex case illustrates the facility of employing advanced
transplantation techniques to expand therapeutic options in
the oncology setting.
V-A.04 TRANSTHORACIC PORT
PLACEMENT INCREASES SAFETY OF
TOTAL LAPAROSCOPIC POSTERIOR
SECTIONECTOMY
L. Schwarz1, T. A. Aloia1, C. Eng2, G. J. Chang1,
J. Vauthey1, C. H. Conrad1
1UT MD Anderson Cancer Center, Department Of Surgical
Oncology, Houston, TEXAS; 2UT MD Anderson Cancer
Center, Department Of GI Medical Oncology, Houston,
TEXAS
Background: An anatomic posterior sectionectomy is infre-
quently performed due to the challenges of controlling the
right posterior portal pedicle (RPPP) while preserving the
anterior pedicle (RAPP), difficulty of visualizing the drain-
age of the right hepatic vein into the IVC, and the potential
for significant blood loss during the caval and hepatovenous
dissection.
Patient: A 62-year-old woman with 3 liver metastases to
SVI and SVII from sigmoid colon cancer underwent 5 cycles
of neoadjuvant chemotherapy with FOLFOX and 4 of
bevacizumab with a type I response. She underwent a
“Primary First” robotic low anterior rectosigmoid resection
followed by a laparoscopic posterior sectionectomy.
Technique: The patient was placed in a Modified French
Position. A transthoracic trocar was placed for optimal
laparoscopic visualization and access of the superior
retrohepatic IVC and drainage of the right hepatic vein into
IVC. Intraoperative ultrasound was crucial to assess tumor
location, define transection plane and preserve flow to RAPP
before division of RPPP. The parenchymal transection
follows an oblique angle and exposes the right hepatic vein.
Conclusion: Transthoracic port placement augments the
safety of the dissection along the IVC inferiorly and the right
hepatic vein superiorly due to direct visualization. Also,
it provides a direct instrument-to-target axis without the
typical fulcrum of dissecting the postero/superior liver.
Laparoscopic ultrasound is critical to confirm preserved flow
to the RPPP and guide the parenchymal transection. Liver
volumetry should be obtained prior to surgery to determine
adequate future liver remnant if conversion to a right lobec-
tomy becomes necessary.
V-A.05 TOTALLY LAPAROSCOPIC TWO
STAGE HEPATECTECTOMY WITH
PORTAL VEIN EMBOLIZATION
W. Kuo1,3, C. U. Corvera1,2
1University Of California, San Francisco, San Francisco,
CA; 2VA Medical Center San Francisco, San Francisco,
CA; 3Chiayi Christian Hospital, Chia-yi City, TAIWAN
54 year-old woman with synchronous metastatic rectal
cancer to the liver. Imaging showed several hepatic tumors
distributed in the both lobes of the liver; R > L. A two stage
procedure with right PVE was planned. This video shows a
limited partial left hepatectomy that was followed on POD #1
with an immediate right PVE. Six weeks later, a right hepa-
tectomy was completed. Stage 1. Using three 5 mm ports and
a 12 mm periumbilical port, a partial segment # 2 liver resec-
tion and wedge resection of segment #3 was done using the
bipolar cautery device and vascular stapler. Stage 2. Six
weeks after PVE, she was returned to the operating room for
R hepatectomy. The hepatic veins were exposed. Hilar dis-
section began by exposing the RHA lying posterior to the
common hepatic duct. It was clipped and divided. The main
PV was dissected until the bifurcation was identified. A
caudate hepatotomy was done to allow isolation and division
of the main RPV by a single firing of a stapler. The line of
demarcation was marked using electrocautery and the paren-
chymal transection was started. As the liver was opened, the
right bile duct was transected intrahepatically. Coursing
branches of the middle and right hepatic veins were divided
intrahepatically using a stapler. The parenchymal transection
plane was aligned along the anterior surface IVC until the
liver was completely divided. The RHV was identified and
divided and the right hemi-liver was mobilized from dia-
phragm. The specimen was extracted via a low transverse
incision.
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V-B.01 INTRAOPERATIVE AIR LEAK
TEST PREVENTS POST-HEPATECTOMY
BILE LEAK
R. W. Day, W. R. Burns, C. Conrad, J. Vauthey, T. A. Aloia
Department Of Surgical Oncology, The University Of Texas
MD Anderson Cancer Center, Houston, TEXAS
Background: After major liver resection, the incidence of
bile leak is reported at 4–10%. We have previously reported
that an intraoperative Air Leak Test (ALT) reduces the rate of
bile leak by five-fold with no additional morbidity or mor-
tality.
Purpose: Demonstrate the steps of an intraoperative ALT
following major liver resection.
Results: A 29 year-old man presented with T3N1M1 rectal
cancer and synchronous liver metastases. There were two
right liver metastases, one at the right portal junction neces-
sitating right hepatectomy. After neoadjuvant FOLFOX and
bevacizumab chemotherapy, chemoradiotherapy to his
primary rectal cancer, and abdominoperineal resection, he
presented for liver resection. His liver metastases had radio-
graphically responded with CEA decrease from 8.5 to 2.3 ng/
mL. The functional liver remnant volume was calculated to
be 31%. The video briefly describes key components of the
right hepatectomy including extrahepatic vascular inflow
control, two-surgeon technique for hepatic parenchymal
transection, and intrahepatic stapled division of the right bile
duct. It then details the sequential steps of the ALT including
cannulation of the cystic duct, Doppler of intrahepatic vas-
cular flow, manual occlusion of the bile duct, injection of air
under ultrasound visualization to confirm patency of the
biliary confluence, and repeated injection of air to identify
and oversew occult open bile ducts. At the completion of the
ALT, the patient had no air leaks and no drain was placed. He
experienced an uneventful recovery.
Conclusion: For patients undergoing major hepatectomy,
intraoperative ALT is a rapid, safe, and inexpensive means to
decrease the incidence of post-operative bile leak.
V-B.02 MINIMALLY INVASIVE PARTIAL
RIGHT HEPATECTOMY WITH
TRANSDIAPHRAGMATIC RIGHT
LOWER LOBE LUNG RESECTION FOR
COLORECTAL METASTASES
R. W. Day1, R. J. Mehran2, N. De Rosa1, C. Conrad1,
T. L. Moon3, J. Vauthey1, T. A. Aloia1
1Department Of Surgical Oncology, The University Of
Texas MD Anderson Cancer Center, Houston, TEXAS;
2Department Of Thoracic And Cardiovascular Surgery,
The University Of Texas MD Anderson, Houston, TEXAS;
3Department Of Anesthesiology And Perioperative
Medicine, The University Of Texas MD Anderson,
Houston, TEXAS
Background: Patients with metastatic colorectal disease to
the liver and lungs have improved long-term outcomes when
both sites of metastases are resected. The main obstacle to
simultaneous resection is the additional morbidity of a tho-
racic incision. We have recently published an experience
with open hepatectomy and transdiaphragmatic lung resec-
tion, demonstrating the feasibility and safety of this
approach.
Purpose: In an effort to further improve outcomes we inves-
tigated the ability to perform the simultaneous procedure
using minimally invasive techniques.
Results: A 40 year-old woman with pT1N0 colon cancer
status post low anterior resection represented with an
elevated carcinoembryonic antigen (CEA = 4.5 ng/mL).
Imaging demonstrated three liver lesions, biopsy positive for
metastasis and one right lower lobe pulmonary lesion.
Preoperatively, she received three cycles of FOLFOX/
bevacizumab treatment and one cycle of FOLFOX alone
with radiological and biochemical response (CEA = 2.5 ng/
mL). In this video we demonstrate the key components of her
hand-assisted, laparoscopic simultaneous multifocal liver
and lung tumor resection including the use of a rubber band
retraction technique, resection of a disappeared 3 mm lesion,
and the transdiaphragmatic lung resection with EndoStitch™
diaphragm closure. Final pathology confirmed margin nega-
tive resection of all 4 tumors. The patient was discharged
from the hospital on POD #4 with no medical or surgical
complications and a rapid return to normal function, as meas-
ured by a validated quality of life assessment tool.
Conclusion: In carefully selected patients with metastatic
colorectal cancer, minimally invasive transdiaphragmatic
approaches to lung resection simultaneous with liver resec-
tion are technically feasible and safe to perform.
V-B.03 LAPAROSCOPIC MAJOR
ARTERIAL RESECTION DURING
PANCREATICODUODENECTOMY
B. Franssen, M. Kendrick
Mayo Clinic, Rochester, MN
With recent improvements in multimodality treatment for
borderline and locally advanced pancreatic cancer, major
vascular resection during pancreatic surgery has become
more frequent. Although portal vein and SMV resection in
both open and laparoscopic pancreaticoduodenectomy (PD)
has been previously described, the feasibility of major arte-
rial resection in laparoscopic pancreatectomy has not been
established. While major arterial resection remains contro-
versial, it is performed in our center in very select patients in
order to achieve an R0 resection during PD. The aim of this
video presentation is to demonstrate technical aspects and
plausibility of a common hepatic artery resection and recon-
struction in combination with a portal vein resection in a
patient undergoing laparoscopic PD with a radiographically
stable ductal adenocarcinoma diagnosed two years prior to
surgery.
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